Trigeminal neuralgia (TN) is a neurologic disorder characterized by relapsing and lancinating pain in one or more trigeminal nerve distribution unilaterally that lasts for a few seconds to 2 minutes. 1 The clinical features and history-taking are very important when diagnosing TN.
The clinical criteria of the International Headache Society for a TN diagnosis are (1) occurring in one or more divisions of the trigeminal nerve, with no radiation beyond the trigeminal distribution and (2) pain with at least three of the following four characteristics: (a) recurring in paroxysmal attacks lasting from a fraction of a second to 2 minutes; (b) severe intensity; (c) electric-shock-like, shooting, stabbing, or sharp in quality; and (d) precipitated by innocuous stimuli to the affected side of the face. 3 However, clinical findings cannot be used to precisely distinguish idiopathic TN from symptomatic TN, 2 and hence magnetic resonance imaging (MRI) of the brain should be performed to evaluate other causes including multiple sclerosis or tumors.
1,2
We report the case of a patient who was diagnosed with recurrent trigeminal neuritis of the maxillary branch confirmed by MRI. 
CASE
A 43-year-old male presented with dysesthesia and recurrent sharp pain in the left nasal and palatal area for 2 days. This was the third time that he had experienced this condition. He had experienced electric-shock-like severe pain in the same area about 5 years previously for the first time. The pain was not aggravated by chewing, tooth brushing, or cold/hot water. At that time he visited a dental clinic and had taken medicines, which eventually relieved the pain. He experienced the same pain in the same area for the second time 8 months previously. Because medication had no effect, three teeth were extracted (first to third upper molars on the left side), and he stated that his pain had disappeared gradually. He subsequently experienced very brief episodes of intermittent pain, but it was not disabling.
When he went to our clinic he complained of left nasal hypesthesia and pain only, without dizziness, visual disturbance, hearing impairment, headache, or autonomic symptoms. There was no history of trauma, infection, or medical problems such as diabetes. A neurologic examination revealed facial hypesthesia and allodynia in only the left nasal area (not including the cheek) and without any other neurologic deficit. A laboratory study indicated that glycosylated hemoglobin was within the normal range and his thyroid function was normal. The nature of his symptoms and the findings of the neurologic examination suggested left maxillary neuritis. We performed cranial nerve MRI with enhancement, which revealed diffuse swelling and enhancement in the left maxillary branch of the trigeminal nerve at the cavernous portion and foramen rotundum (Fig. 1) . The results of a cerebrospinal fluid study including cytology were normal. We diagnosed left trigeminal neuritis of the maxillary branch, and administered intravenous methylprednisolone for 5 days, which resulted in his symptoms subsiding rapidly.
DISCUSSION
TN is a severe-pain disorder that decreases the quality of life in most patients, 4 and an early and accurate diagnosis of TN is important for determining the most appropriate treatment. Like the present case, even if pain due to neuritis is chronic and recurrent, nerve inflammation can be detected by MRI. Once neuritis has been confirmed in MRI, steroid therapy should be started promptly to ensure a good prognosis even if the etiology of the inflammation has not been identified. Therefore, brain MRI with enhancement and the fat-suppression technique should be considered if the diagnosis either is uncertain or is incompatible with typical TN.
